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Gamblers Anonymous in the UK. A Qualitative Analysis

Abstract

The aim of this study was to explore the process and content of contemporary Gamblers Anonymous (GA) meetings. Access to an 'open' GA meeting in one UK city was negotiated and twenty meetings were observed in 2015. In addition semi-structured interviews with eight regular attenders took place. Resulting data was analysed using thematic analysis. Nine key themes emerged. The study suggests that the frequency and significance of both gambling related crime, and suicidal ideation, may be particularly high in attenders at GA meetings. It also shows that the support provided by regular GA meetings is also complemented by regular use of social media.

Introduction.

So called 'twelve step' programmes provide much of the help available to people trying to recover from addictions of all of kinds, including substance abuse problems, and behavioural addictions such as gambling. There is solid evidence that self or mutual help groups, such as Alcoholics Anonymous and Gamblers Anonymous, which offer these programmes, are effective for those in recovery (Parkman and Spilsbury 2015, Kelly 2017).

Alcoholics Anonymous (AA) developed the original model, in 1935, and Gamblers Anonymous followed in 1957. The twelve steps begin with an admission that one is powerless over the behaviour or substance which has caused problems, and the next step is to place faith in a 'higher power'. This quasi spiritual element is allied to more medical elements, including the view that the compulsion is an illness which can never be cured but only managed via a lifelong commitment to the programme and lifelong abstinence.


Such programmes continue to be  dominant in the addiction treatment landscape (Ferentzy et al 2004, Schuler et al 2016) and Gamblers Anonymous (GA) remains the most widely available source of face to face help for many problem gamblers, in a number of countries. This is particularly true in the UK, where there is only one specialist clinic for problem gamblers within the NHS (National Health Service): the National Problem Gambling Clinic ( NPGC), based in London.Other than this there is only developing but still limited provision of one to one counselling in some areas.The nature of the programme means that exact numbers of attenders are difficult to obtain but there are over 1000 GA meetings in the USA, and over 150 in the UK (Abbot et al 2004).

The number of people in the UK with problems relating to gambling is significant. The most recent evidence, from the Health Survey for England 2015 and Scottish Health Survey 2015 suggests that 0.6 to 0.8 % of these populations were classed as 'problem gamblers' .(Connolly et al 2017)The UK Gambling commission highlight that a further 1% of adults (about half a million) were categorised as ‘moderate-risk’ gamblers and another one and a half million as low risk gamblers This means that in total over two million adults in England and Scotland are   problem gamblers or at risk of becoming so (Gambling Commission, 2017). Whilst  fewer in number than those people who have problems with alcohol use, this is more than double the number who use opiate and/or crack cocaine – those drugs most associated with harm, according to the National Treatment Agency (Hay et al 2011). Yet, in the UK there were 288,000 individuals in contact with drug and alcohol treatment services in 2015-16 according to official statistics (Public Health England 2016). In contrast the NPGC within the British NHS sees some 800 people per year. 

Given the importance of GA it has received relatively little attention from the research community. However, this is not entirely surprising given the nature of programmes offered by GA, based as they are on self and mutual help and with a strong focus on anonymity. Information about participants has always been difficult to establish as many of the meetings are 'closed' and do not permit researchers or non-problem gamblers to attend. Moreover, there do not seem to be any published empirical studies of GA in the UK in the last 25 years. Prior to that Brown (1988) published four papers based on studies of  GA groups in Scotland. He provides some limited data on 232 consecutive attenders at GA meetings  and also more detailed data from interviews with selected individuals who dropped out and selected individuals who continued with GA. There is a focus on rates of attendance and rates of abstinence but also on life events which may impact on attendance. It was concluded that a range of life factors, including the role of spouses did not differentiate drop outs from continuers and the differences were unexplained. In general drop out rates were very high.

Turner and Saunders studied GA groups in Swansea, South Wales.They used sociological frameworks outlined by Garfinkel (1956) and Goffman (1961) to assess the 'opening rituals' and ceremonies of the GA group. They noted that some who attend GA embrace the programme and the worldview and others reject it. They concluded, though, that broad consequences arise from encountering fellow sufferers in the GA meetings : an acceptance of the state of their condition (diseased) or a rejection of such a diagnosis but the knowledge of returning to the 'outside' world with a reconstituted self-image and its consequential meaning.

 A recent international scoping review (Schuler et al 2016) found just 17 eligible studies published since 2002, of which all but three were studies conducted in the USA or Canada. As a consequence, the  need for research and information about current GA programmes,particularly those outside of the USA, is self-evident.This echoes a similar point made by Parkman and Spilsbury (2015) and the Advisory Council on the Misuse of Drugs (ACMD 2013); there is a  dearth of evidence surrounding recovery communities in the UK and more is needed to complement the existing largely US based studies.

This study  begins to fill that evidence gap by providing analysis of the operation of one GA group in the North of England.

Methods

The study was an exploratory observational study, using ethnographic methods, including direct observation of GA meetings over an extended period of time, supplemented with one to one semi structured interviews. There were no a priori hypotheses, and the aims of the study were to gain a better understanding of the processes of GA meetings in the UK, and of how members understand and construct their problem gambling via participation in GA.
The study was unusual in having access to GA meetings  over a period of eighteen months. Permission was sought to attend a GA meeting in one city in the North of England. A single GA meeting was identified which was classed as 'open' and welcomed non gambling guests on a regular basis. Such guests were usually spouses or concerned family members.

The study is the first in a quarter of a century to describe the structures and processes of contemporary GA meetings in England and the key themes that are the focus of concern for those who attend such meetings

Attendance at meetings was complemented with one to semi structured interviews with eight individual participants who volunteered to participate. In these interviews participants were asked about their reasons for first attending GA, reasons for continuing to attend and in what specific ways they had found GA helpful.

Ethical permissions were received from the University of Lincoln College of Social Science ethics committee. Before the start of each meeting a brief explanation of the study was reiterated and oral consent was sought and obtained from each group member for the researcher to be present and to record written  notes. For individual interviews written consent was given by each participant. Interviews lasted from 1 to 1.5 hours. The author also surveyed the GA website for the UK, which is used as an adjunct for support by a number of those attending meetings.

 
The author attended and made notes of twenty weekly open meetings of GA during 2014 and 2015. In this city there are twice weekly meetings with one of the meetings being 'closed'  and the other 'open'. The number of participants ranged from 8 to 17 (the mean was 14). In total, there were 278 attendances over the course of twenty meetings. Of these some 10% were female (28), but these were mainly partners and family members of problem gamblers. It was notable that in the study period only four females attended who identified themselves as problem gamblers. There is a partner network – Gam Anon- which provides help for family members of gamblers.The nearest Gam Anon to this GA meeting was 50 miles away. This meant that the open GA meeting was one of the few sources of information or connection with support networks in this geographical area for supporters and spouses. In relation to the eight individuals interviewed, two were female and six male, and the age range was 19 to 64.

 Notes were transcribed and thematic analysis conducted with the aid of  NVIVO software.(version 10.2). The research material yielded some thirty pages of transcripts and fifty pages of observations of meetings. In qualitative research, ethnographic methods are used to attempt to gain insight into the way in which participants understand their own lives and situations.How data is then analysed or processed depends on the aims and theoretical orientation of the study. In this case analysis of data using NVIVO Software took place with the aim of identifying key themes and assessing how these matched with published literature about GA. Thematic analysis is suited to questions relating to people's experiences and to the ways in which people construct meaning from their experiences.  It's purpose is to identify patterns of meaning across a data set (Braun and Clarke 2006).
 

Findings

From initial coding of the data, a number of emerging themes were considered. These were then shared with three of the most regular attenders at the observed meetings, reconsidered after feedback from those individuals, and a set of nine key themes were identified. These were: gender; the structure of meetings; the issue of money; the power of meetings and regular attendance; identity as a compulsive gambler and as a member of the GA community; support outside of meetings; dealing with co morbidities; suicide; and crime and gambling (the latter was the major theme that was added following the sharing of initial ideas with the regular members, at their suggestion) In the discussion below these key themes are set out and  and compared to the extant literature about GA and about recovery from addictions more generally.
 
Gender and Gamblers Anonymous

GA attaches much more importance to abstinence than it does to any individual characteristic such as gender, age or ethnicity. Thus the only record kept at most meetings is the number of days since the last bet. This means that, other than data provided by the few researchers who have been able to access open GA meetings there has and is unlikely to be any detailed information about the demographics (gender, ethnicity, relationship or socio-economic status) of attendees. Demographic data was collected only in relation to gender from the group sessions observed for this study.

Gender was noted down at the meetings which were observed in the present study. Only four female problem gamblers attended over the whole study period. One individual attended just once but gave a detailed account of her problems with online gambling, an activity which she conducted mainly in the evenings but also in short periods of time in between her caring duties. She described herself as the main carer for a child with significant disabilities, and suggested that her time playing bingo online was her only 'me time' and the only escape from the strains of her caring responsibilities. This echoes themes highlighted by Schull (2002) and others about the importance of caring roles in relation to women's behaviours. There was little response in the meeting to this account, other than for the members to reiterate the standard theme of the need to keep attending GA meetings as the major part of the solution to any gamblers problems. 

There were some twenty-four attendances by female 'supporters' and these showed some patterns. The majority were younger (under 35) partners of younger male gamblers. Much of their talk in the meetings related to finance, reinforcing the importance of the issue in their relationships. In most cases, these partners had taken control of the finances in the relationship, and shared experiences and advice during the meeting with other family members in relation to achieving financial control. About half of this sample had heard of Gam Anon but none had attended Gam Anon meetings, largely because the almost 50 mile journey to access that meeting was  impractical and prohibitive.This also suggests that the open GA meeting in this location is serving some of the purposes of Gam Anon meetings elsewhere, in terms of  allowing partners and family members to not only support the person with the gambling problem, but also to have an opportunity to share and seek support from each other.
.

In an early study, Custer reported that only 4% of attenders at GA in the USA were women (Custer, 1982). A decade later Strachan and Custer (1993) found that over half of GA members in Las Vegas were women. This was confirmed by the detailed findings in a later study by Schull (2002). Contrarywise, Las Vegas is a somewhat unusual example, a place whose economy more than any other revolves around gambling and which has hundreds of thousands of gambling devices (Schull 2002). Whilst many gamblers in Las Vegas are visitors, research has shown that many residents, particularly those who rely on the gambling industry for employment, are prone to developing gambling problems (Schull 2012). More representative may be the finding that, by 2009  33 to 50% of GA attenders across the USA were women (Davis 2009).

Turner and Saunders studied two GA groups in Wales over a period of a year, via non-participant observation (Turner and Saunders 1990). They noted that the majority of attenders were male - 38 out of 41. In contrast, the membership of the partner Gam Anon meetings was largely female – 19 of 28 members. Gam Anon is an organisation run along similar lines to GA, which means being informed by the same twelve step programmes and run as a self-help fellowship. The purpose of GA is to provide support for those who have been affected by the problem gambling of a family member or loved one. The authors made the interesting observation that 'What did become evident was that the attendances of GA members were highly dependent upon the commitment and even the attendance of Gam Anon members' (Turner and Saunders 1990, p3).This finding was echoed by Ferentzy and colleagues who have  conducted a number of studies with GA groups in Canada (Ferentzy et al., 2010) In studies published in 2003 and 2004 they noted that GA members remained almost exclusively male. By 2010 they posited that the role of women in both GA and the partner organisation Gam Anon was changing rapidly. More female partners of male problem gamblers were choosing to leave their partners, changing the traditional dynamic in which the male gambler attended GA and the dutiful female partner stuck by their man and provided emotional support and programme support  (Ferentzy et al 2010). These authors were clear about the importance of women to male  GA members, usually via their role in attending Gam Anon and supporting their partners in maintaining abstinence and attendance at GA. “In short, loyal women have been integral to recovery in GA, and to a far greater extent than has been the case in similar mutual aid societies” ( p488). These authors suggested that, for the set up in North America at least, one cannot understand GA without a serious grasp of GamAnon’s role. These suggestions are based on evidence from  a range of groups across Canada and the US, but with relatively small numbers overall: 26 men and 13 women. Given such small numbers it is difficult to draw firm conclusion from these findings but the similarity with the findings from the  earlier Welsh study (Turner and Saunders 1990) suggests that they may be generalisable. 

What should also be noted here is that whilst Gam Anon and GA meetings usually take place at the same venue on the same evening (though in separate rooms), there are far fewer Gam Anon meetings in the UK. The listings for the England, Wales and Scotland  suggest 49 different meetings for Gam Anon compared to over 150 for GA, so that less than one third of the latter will have a partner Gam Anon meeting.


The Structure  of GA meetings

The observed 'open' meetings generally lasted two hours with a short mid-way break. The standard format involved an introduction in which each attendee gave  their name, stated 'I am a compulsive gambler' and finally  the date of their last bet. The chairperson made a note of this information. After introductions,  it was usual for the chair to ask for individuals to volunteer to share anything of concern to them at that moment, and after several people had done so, to then ask about the individuals who had not spoken.The second half of the meeting commenced with short readings from GA literature, generally the 'combo' book. (GAISO1990). The Combo Book has been described as a 'masterly exercise in concision (Schuler et al 2016). It contains the standard 20 questions and answers about compulsive gambling which are used in GA, along with elements of the GA recovery programme, and lots of practical advice on maintaining day to day abstinence, all condensed into a pocket-sized booklet.There is little other reference to GA and very few members refer to the twelve steps. The sharing focused on accounts of gambling and personal difficulties.  The responses from other participants most frequently featured reminders of the importance of abstinence and of attending the GA meetings regularly. 

Ferentzy and colleagues clearly elaborated on the differences in structure and process between GA and other twelve step fellowships, noting the focus in GA on issues of debt which generally feature very highly in the list of presenting problems. They suggest  that the fourth step in the Alcoholics Anonymous (AA) programme, that of making a 'moral inventory' has been converted into a 'financial inventory' in the GA programme (Ferentzy et al 2006). Ferentzy and Skinner (2003) also noted that much of the limited research in relation to GA focussed on retention rates rather than on the actual process and structures of the meetings. The paucity of studies which involve actual observations of GA means that the information about GA in the literature is often subjected to conjecture,and it remains unclear how real and widespread these purported differences between GA and other twelve step programmes really are, how much fidelity to the GA twelve steps there is, and how much heterogeneity between different meetings.

Whilst some of the earliest published studies of GA were based on observations of meetings in the UK (Brown 1987) the detailed studies by Ferentzy and colleagues took place in North America. There are significant differences in the nature and availability of gambling and in the cultures and organisation of help services between these settings and it is unclear to what extent the UK based meetings mirror the North American GA processes.The current study helps to begin to address this question.

There are cultural differences in the way in which the GA programme is adapted and structured in different countries and regions across the world. For example, the 'pressure group' is discussed as if a standard part of the GA programme in the papers which discuss GA in North America (Schuler et al 2016). These pressure groups are aimed at newcomers and require the new member to give an honest account of their debts and financial problems, in the presence of their family, so that the financial issues which can be such a part of and consequence of gambling problems, are out in the open from the start. Such a group also enables a clear plan of action for paying off debts to be put into place and  while common in the USA and Canada (Gamblers Anonymous in the US produced a 'pressure group meetings handbook'(GAISO 1978)), they are not used worldwide. For example, a study of GA in Japan noted that  'pressure relief meetings', where gamblers fully disclose their financial situations and work with others to devise and implement get-out-of-debt plans, are rarely conducted by GA in that country. Members instead prefer to go to lawyers or other financial help organisations. Participants are also prohibited from commenting on others' statements (known as  ‘cross talk’) so that no member need feel embarrassed or ashamed within the group. In both of these ways confrontation is avoided in Japanese GA meetings and this might show 'a Japanese distaste for confrontation' (Doi, 2005, p.153).


The chair of the English open meeting had never heard of the 'pressure group' type meeting discussed above and it is not listed in the Gamblers Anonymous UK literature about their types of meetings. To illustrate the different types of GA meetings  which exist in the UK,the GA website and literature suggests that there are 'main meetings' and subsidiary  'steps meetings' which are more focussed on the detail of the twelve step programme, and sharing experiences and challenges of following each step. There is  also a suggestion of  'unity' meetings in which GA and Gam Anon meet together and 'open' meetings which often mean an annual gathering at which family and friends are invited to a closed meeting to help celebrate the achievements of abstinence from gambling of the members. In other cases, as in those that were observed  for this study 'open' meetings are regular weekly meetings, which are open to family, supporters and other guests.


Is it about the money?

In all of the observed meetings, discussion of debt and money problems habitually arose.  The typical response to such a topic was to suggest that the key to solving debt problems was to maintain abstinence from gambling over a period of time and to keep coming to GA meetings.The other common response to any discussion of finances was to advise the gambler to give all control of finances to another family member. More detailed discussion of debt and money management took place when there were two or more supporters in the room, and discussion moved to how to live with a gambler and manage the household budget and debts. Supporters also highlighted the importance of taking control of bankcards, accounts and access to finance from the gamblers as a means of putting barriers in place to prevent gambling.

After the word 'gambling', the word 'money' was the second most frequently occurring word in the transcripts of meeting notes and interviews. It may seem self-evident that money would be  a key issue since a problem gambler is likely to have large debts, certainly by the time they seek help. The role of money and attitudes towards money in the evolution of gambling problems are less clear. The desire to win money is cited by many gamblers as a reason both for starting to gamble and for continuing to gamble when losses mount as a means of clearing debt via winnings from further gambling. It is known that gambling for financial gain is a strong predictor of disordered gambling (Schellenberg,McGrath, & Dechant, 2016). The more widely cited theories about problem gambling tend to highlight other factors as being more important. The widely used Pathways Model, for example, suggests that there may be a complex array of factors involved in the development of a gambling problem for any individual, but three key types of gambler were identified, with gambling developing because of behavioural conditioning, emotional vulnerability or poor impulse control (Blaszczynski and & Nower1999).  Money and what it represents may be a key part of behavioural conditioning but this is not emphasised in the theory.

The paradoxical desire for money and increasing lack of it as gambling problems progress is evident in narratives of GA attenders.

'I wanted to win holiday money. All these years I thought that I would win big to pay for a big holiday. Then I got in deeper and deeper. Now that I am not gambling I am able to save it much more easily and can pay for a holiday' (meeting transcript 7).

'In my mind I had convinced myself that I was in the dead end of nowhere. Gambling was how I transformed myself into Billy big bollocks with loads of money and enjoyed the pop stars life. Obviously I can now see how delusional that was' (interviewee 3).

'When I look at every item of clothing I own, they were all bought with gambling money. Usually I had nothing but if I did have money it was only after some big wins – that was the only time that I bought myself anything'. (meeting transcript 15).

It became clear, particularly from some of the individual interviews that issues relating to money were very salient in the lives of some before they developed a gambling problem. Several identified growing up in poverty and what they saw as problematic attitudes of parents towards money, often linked to other issues.

'My parents split up when I was five. I had a stepfather who just liked to drink. I thought I don't want to be like him. We were quite poor really when we were younger. Did not have a bathroom until we were ten. It was an outside toilet, tin bath. He used to drink away anything he earned. He had a decent job I think.I wonder is that why I wanted a short cut to a better life financially?' (interviewee 1).


Another interviewee who gave different emotional reasons for gambling discussed strong  the attitude of his father towards money.

  'In later years I had a difficult relationship with my dad. Partly because of his attitude to money. He favoured that over everything.His attitude was that,especially towards my mum was, erm, no woman is going to make me happy until I have got enough money in the bank. Once I found that out I was very sad because I was very close to my mum. I just thought, well you will never have enough money. No person who takes that approach ever has enough money in the bank' (interviewee 6)


In relation to this it is interesting to note recently published work in the gambling studies literature which suggests that having a 'financially focussed self concept' may play a critical role in the development and maintenance of disordered gambling (Tabri et al 2017).
Those authors found a clear relationship, independent of personality or other factors, between a materialist outlook and the severity of gambling disorder. This builds on previous work which had shown that those with more serious gambling problems are more likely to view money as a measure of success, and fits with the views of some gambling researchers who theorise that money is the core motivation for gambling that foments other motives for gambling (Binde, 2013).

Meetings make recovery. 

A cornerstone of the GA philosophy and one which was repeated at most meetings, is the idea that 'meetings make recovery'. This belief in the power of regular attendance is evident in the way that members give agency to the meeting in their language. For example, the chair of the meeting repeatedly stated that 'this room works'. As evidence he mentioned individuals who had been ' 6 months off a bet, I year, 5 years, even 33 years off a bet and still go back to it' , adding that 'this is because they stopped coming to the meeting'. Relapse to gambling is entirely attributed to lapsing attendance at GA. 

Those who relapse after an absence from the meetings may then return to GA and therefore provide evidence  to support the theory  that regular attendance is a pre requisite for maintaining abstinence. The belief in this is such that lifelong attendance is mandated by the GA philosophy. On more than one occasion, newer members where asked 'does it scare you that you will have to come back here for the rest of your life?' They were then advised to follow the example of others in the room and attend every week without fail. One GA member interviewed for this study described being lent money for petrol to drive all over the North of England so that he could attend a GA meeting each evening as far as possible for his first ninety days. Pragmatically, this advice has been adapted and it was noted that members were advised to attend meetings twice a week, as this was the frequency of available meetings in the city and the next nearest meeting was a fifty mile drive away.

There may well be merit in this emphasis on regular meeting attendance. Oei and Gordon (2008) examined the factors that differentiated abstinent and relapsed individuals among GA members (n = 75). They found that GA member’s attendance and participation in meetings were the most crucial factors which differentiated the two, with belief in a higher power and support from family and friends being other factors which had some influence though they were less importance than regular attendance at meetings. A number of other studies also show that attendance at recovery groups is positively associated with abstinence and a range of better outcomes(Bonn Miller et al 2011; Monico et al 2015). Some have noted a dose response relationship with the level of 12 step meeting attendance correlating with better outcomes, including abstinence (Gossip, Stewart & Marsden, 2007).

It is clear that members and instigators of recovery groups are alive to this relationship and over the years the emphasis on continued regular attendance has become a cornerstone of their advice to members, whether in their literature or in the verbal advice given to members at meetings. The real origins of the idea of  90 meetings in 90 days are unclear but since the 1950s Alcoholics Anonymous (AA) have promoted the idea to new members that they should aim to attend 90 meetings in 90 days. Similar advice is offered to GA members (George and Jones 2014). Such advice can be difficult to follow where local meetings  are only held once a week. 
Whilst regular attendance is held up as the key to success with the GA programme,in reality dropout rates are high.  In one of the earliest studies on GA, Stewart and Brown (1988) found a very significant dropout rate in relation to GA attenders in the UK. Almost a quarter of first time attenders never returned and nearly 70% had dropped out after ten meetings. Subsequent studies have found lower but still significant dropout rates. The issue was often referred to in the group discussions that were witnessed. One of those with most experience of GA suggested

      'GA has a failure rate of 97%. That is not the fault of GA. I have been coming here
        for  years. I see why people fail – by not attending and by being cocky' ( Meeting transcript 4).

Empirically and taking 'drop out' to mean; not having attended for more than one month; not having had any contact with group members; and not returning in the period of study,t he drop out rate overall for the group that was observed,over one year, was estimated at 55%.


Self-identification Identity as a compulsive gambler and member of the GA community.

Regular attendance helps individuals become socialised into the GA world. Part of this involves adopting the identity and language of the GA community. Laracy (2011) found  that absolute assertion of identity as a compulsive gambler was  identified as an important aspect of GA’s recovery culture. By following the lead of veteran members, new members learned to utilize the medical terminology used in the programme to understand and realize that they were ‘compulsive gamblers’. Through regular attendance the compulsive gambler identity becomes the dominant or master status in one’s self-image  and can be considered a key component in recovery. A critical review of a similar process in the context of AA refers to it as an 'ideology of inner reference' (Summerson Carr, 2011) suggesting that American addiction treatment produces addicts by urging people to name and talk about themselves as such. The ideology of twelve step programmes, with the  meld of quasi-religious and medical ideas, has been subject to much criticism, particularly from mainstream health services and researchers ( Humphreys, 2015). However, in the last two decades a body of research has emerged which clearly demonstrates that the approach leads to outcomes which are as good if not better than CBT, Motivational Interviewing and other widely used interventions (Kelly 2017). Adopting this ideology is clearly one element which can be helpful to individuals who struggle with addictive behaviours.

Certainly, the identity of 'compulsive gambler' was widely encouraged in the English meetings as was reinforcement of the idea of compulsive gambling as a lifelong illness which can only be kept at bay with great vigilance and lifelong attendance at meetings. Indeed, the opening ritual of each meeting, in which every member repeats: 'my name is x, I am a compulsive gambler', serves to reinforce this identity.

One of the two longest serving attenders at the groups regularly said that he believed that compulsive gambling is an illness and one which he had suffered from since the age of six and would continue to suffer from until the day he died. He was clear that reminding himself of this fact on a daily basis and having it reinforced in weekly meetings was a key element in him remaining abstinent from gambling for some years.
Socialisation as a member of the community of GA and as a recovering 'compulsive gambler' may provide a positive social network and strong motivations to maintain abstinence and to avoid relapse. Those in attendance will regularly hear from fellow members comments such as 'I truly believe that GA is the main reason that I don't go back to compulsive gambling', and 'There is nowhere else in the world that can help gamblers like this room full of a few people'.One regular attender, returning after a relapse commented: ' I feel that you are all my friends here and I have let you down'. 

There is a sense of belonging to a community which understands, forgives and provides support in times of need. One of those who had been attending the longest gave this account.

 'At first I went to GA every night. I needed to. It worked for me. It is still working. Most of my friends are in GA. We did the three peaks walk at the weekend. I went with three friends who are all off a bet. I know where they are coming from. We all struggle. There is always someone I can talk to at GA. And I can. They will call me an idiot and tell me to sort myself out or talk in a more understanding way whatever I need. I am not afraid to tell them what I have done. When I meet new people now, part of my fear is that I will have to tell them. Which I will. It is part of my history, of what I have done. With the GA lot. They know don't they? So I don't need to go through all of that' (Interviewee 2).

A regular attender who was approaching one year of abstinence from gambling was asked by the chair whether it had been easy or not. His response was that

'Because of the group it has been. If I didn't have the group I would not be as far on as I am now. The group has been my main source of recovery. I would like to put a lot back into it because of what I have got out of it' (Meeting transcript 6).

Putting something back may also be a key aspect of recovery. Studies have suggested that helping helps the helper in the context of twelve step groups (Zemore et al 2004).Such a premise  fits with the growing literature about the broader benefits to the wellbeing of any individual which accrue from giving to others (Brown et al 2003, Krause 2015).

The many comments noted about the social support aspects of GA reflect what the literature suggests, which is that a key mechanism by which twelve step programmes lead to positive outcomes is by creating positive social network change (Best 2017).It seems that the transition from addiction to recovery is generally characterised by social connectedness and changes in social network composition coupled with the emergence of a 'recovery' identity (Bathish et al 2017).

Support outside the meetings.

The social network which GA members develop with each other has weekly meetings as one element of it. Members are also encouraged to stay in touch and to seek support when they require it outside of the available meetings. GA has a UK website and forum which receives  several thousand posts per year which are viewed over twenty thousand times per year. In the meetings members were occasionally reminded of the website. What seems  more common is the use of text messaging as a means of seeking and offering support. In the context of a discussion of the comparative merits of one to one counselling and GA meetings, a comment was made that:

'there is one key difference here. I have a few numbers and last week I sent a text saying ' I am down'. Within minutes I had a number of responses.The best form of counselling is in here. Everyone has been through the same. People understand me, and they do support me' ( Meeting transcript 8).

In many of the sessions that were  attended there was encouragement to people to swap phone numbers, to send a text when needing support and discussion of times when this source of help had proved invaluable. Research has suggested that text messaging is a useful intervention to aid recovery for young people (Gonzales et al 2014). It was evident here that texting was utilised and valued as much if not more by older members as by younger ones, and formed an important element in maintaining the social network.

A number of GA groups in Britain also use mediums such as 'WhatsApp' as a vehicle for communication (Gamblers Anonymous 2017). WhatsApp is an instant messaging application for smartphones which allows users to share many types of information  between members of a group, including text, photo and video files.


Co-morbidities

A good deal of research points to the frequency with which addictive behaviours exist in parallel with other mental health issues (Productivity Commission 2010). In relation to gambling many people classified as problem or pathological gamblers have co-occuring problems , with  57% having a substance misuse disorder and 38% a mood disorder(Lorains et al  et al 2011, Najavits et al 2011)In the UK there are strong associations between problem gambling and various markers of physical and mental ill health, and problem gamblers are over represented in a range of health care settings (Cowlishaw and Kessler 2016).

It is likely then that many who come through the door of a GA meeting will be struggling with other problems alongside their gambling. Getty et al., (2000) carefully matched a group of GA members with controls who were not problem gamblers. They found that GA attenders were particularly more likely to report depression. This issue was referred to frequently in the meetings that were observed. Many individuals referred to depression,and thoughts of self harm and/or suicide. This reflects findings from the international literature. For example in a large Canadian study, Newman and Thompson (2007) found very strong associations between problem gambling, major depression and attempted suicide in the previous year.

Where attenders at GA seek advice within the meeting in relation to other problems responses vary. One of the potential weaknesses of a mutual help process which relies on the experiences of the group members as the main source of expertise and which is focussed on a single issue is that any problem which is not related to the theme of the group can be downplayed or dismissed. This was particularly obvious in relation to co-morbidities. In a discussion of depression one GA member, after some obvious personal difficulty in disclosing it, acknowledged depression in himself. 'I think that I need to go to the doctor. I think that I am depressed.' A dismissive response followed from one of the experienced members. 'I don't think that you are depressed. It's still the addiction. You just need to follow the steps'. This is despite evidence in the meetings that specialist support may be very useful to GA attenders. The previous week one attender discussed his many years trying to tackle his problem gambling, his spell in prison following embezzlement from an employer to fund his habit, his severe depression and his recent experiences of receiving one to one counselling and learning mindfulness meditation techniques. He strongly believed that these interventions were helping him in maintaining several months of abstinence.

For those with co-occuring problems the narrow focus on the gambling and minimising  of their other difficulties may lead them to disengage with the meetings. Laracy (2011) interviewed a number of former GA members who preferred to use specialist counselling services for their gambling problems because of leadership by a trained professional and an ability to discuss other underlying problems such as mental health or relationship difficulties  that may or may not have resulted in their excessive gambling habit. Whether or not co-morbidities are discussed and acknowledged may significantly influence a person's trust and engagement in the recovery process. One UK study found that where co morbidity was not recognised by those providing help, individuals were far less likely to be still in addiction treatment at 90 days (Schulte et al 2010).

Knowledge of twelve steps is not a substitute for specialist knowledge of mental health issues and there is a risk that poor advice in GA meetings may discourage people from seeking other support which may be useful and necessary to assist their well being and recovery. In discussing the issue of support outside of the meetings, a regular chair of the meeting acknowledged this limitation.

'They may be suicidal. We are not trained to deal with it. We are not trained to deal with anything really apart from to give advice about gambling  I suppose. The regional meeting didn't want us to give out our phone numbers.They felt that it could be damaging if someone calls in the night. What if you don't pick up? I do always give my number out, though.Nobody has actually rang me in that sort of frame of mind. We are not trained to give out advice to people in that frame of mind. We just give as much advice based on our gambling experience as we can' (Interviewee 1).

Conversely, individuals may find a good deal of support from other members. In one  example a member talked about having had a couple of months of low mood and regular suicidal thoughts. He had received one to one support from one of the other group members via regular phone calls and texts and said that he would have been 'much lower down' without this support and may have been at serious risk of a suicide attempt.

Suicidal Ideation

The issue of suicide attempts was referred to above. Suicidal ideation is frequently associated with gambling problems. A recent study from the UK National Problem Gambling Clinic found that 28.7% of those who attended the clinic reported suicidal thoughts at their first assessment (Roberts et al 2017). This is more than ten times the reported rates of suicidal thoughts for the UK population as a whole, where the prevalence of  has been found to be 2.3% (Gunnell, Harbord, Singleton, Jenkins, & Lewis, 2004), pointing to the importance of this issue.

Discussion of suicidal thoughts and suicide attempts was one of the most notable things that occurred during observations of GA meetings.References to suicidal ideation were noted on twenty seven occasions. Ten references to actual suicide attempts were also noted. . Again, it was notable that support from the GA community was helpful in this regard. One person described how he had driven his van to the top of a cliff and was close to driving it over the edge, mulling over the harm that he had caused to his family by the lies, theft and mood swings linked to his gambling, and the despair he felt at thinking about his debts and his inability to stop gambling. At that moment, a call to his mobile from another GA member came and he suggested that answering the phone at that moment may have saved his life.

The account of one member highlighted both the issue of finances which was discussed earlier, and the issue of suicide; and also highlighted the different points in a gambling career at which people may attend GA.

'I first attended  GA over 10 years ago. I saw my problem very much as a financial one, and people in the meeting did too. The advice that I received was very helpful but it was financially focused.I was a young working man and soon sorted out my debts, I then thought that I didn't need GA anymore. Seven years and an attempted suicide later, I was back in that room.I had pretty much given everything  to the gambling industry and I nearly lost my life.I found a room full of like-minded people who showed warmth and concern and I felt like I had come home. I never heard about the twelve steps the first time but I am now working the full programme to help my recovery'.( meeting transcript 6)

For a number of individuals contact with mental health services occurred first and the subject of gambling problems came up during assessments with specialist mental health services. In two cases these assessments followed suicide attempts. Both individuals stated that the assessor appeared not to have any knowledge of gambling problems or of any treatment services. One spoke of the assessor taking her phone out and 'googling' for information about gambling problems. The high levels of mental health problems, suicidal ideas, and actual suicide attempts among problem gamblers points to a need for greater awareness raising, training and information provision for mental health service staff  in relation to help for problem gambling which has not been a feature of the statutory treatment services in the UK. Anxiety, depression and suicidal thoughts may be linked to a range of problems and issues which develop in the life of a person with a significant gambling problem. One situation which may trigger these issues is crossing the line into crime as a means of funding a gambling habit.

Crime and Gambling.

As often happens with addiction to illicit drugs, individuals who develop significant problems with their gambling often resort to crime as a means to continue funding their expensive habit. Prison and/or crime was mentioned at many of the GA meetings. Sometimes this was in rhetorical way as when  one regular member repeatedly suggested that, should individuals not continue with GA attendance they were likely to end up in one of ' the prison, the madhouse or the morgue' (Meeting transcript six). In many cases , though, the experience was all too real. A number of people attended whilst awaiting trial for crimes relating to the theft of money used to fund a gambling habit. In most cases this related to embezzlement from employers, and sums were often in the tens or hundreds of thousands.  

International literature shows consistently significantly  higher levels of crimes committed problem gamblers than by the general population, with up to  15.2% of problem gamblers  admitting that their gambling had led them to do something against the law, compared to  (Hare 2009). Wheeler et al (2011) found  a consistent positive and significant relationship between gambling and crime rates at a local level in Australia, especially income-generating crime rates, such as fraud and robbery.

Research looking at crime and gambling in the   UK is limited to two published papers in the last decade..  Using a sample of 178 patients at the NHS National Problem Gambling Clinic, Bowden-Jones (2012) found that 39 per cent had a history of custodial sentences (of which 50 per cent were convicted of common assault and 16 per cent of domestic violence) ,61 per cent had no criminal record and yet 83 per cent of these disclosed committing an illegal act to fund their gambling once asked directly; and 14 per cent had conducted criminal acts against their employer (all involving either theft or fraud).May- Chahal et al (2012) estimated that 8 per cent  of all prisoners in the UK are problem gamblers.

I noted a number of observations made by individuals who had previously served sentences, who complained that , whilst it was easy to continue gambling whilst in prison, it was difficult to find any help for the problem. The regular chair of the meeting, who also visits  people convicted of crimes relating to gambling whilst they are  in prison suggested that crime was increasingly a key theme of meetings, and that there was a notable lack of support groups for gamblers in the prisons that he visited.

Discussion

This study provides new knowledge as it is the first published empirical analysis of GA in the UK for twenty five years. It has provided a window into the way in which GA operates in one location in England. 

The key themes which emerged from this study support much of what is reported in the literature about GA elsewhere, and with the broader literature about twelve step mutual aid groups. The findings show that GA is of central importance in the lives of many of the those who attend regularly. It provides a regularly timetabled source of effective mutual help and advice and forms part of a crucial social network which is helpful to participants in their struggle to maintain abstinence from gambling which had become very harmful to them. Those who arrive at the door of GA tend to have more entrenched gambling problems and to be locked in a spiral of debt and chasing money. The ideology of GA may be helpful in moving gamblers towards a self concept which is less focussed on finance, and more on other life domains such as inter personal relationships and  giving to others. 

Several new insights are provided by this study. The place of other forms of support outside of the formal weekly meeting is revealed (e.g use of websites or regular contact with other members via social media). The role of the  chair of a mutual help meeting and the dilemmas that they face is illustrated. A significant skill set is required to chair and facilitate a mutual help group. Personal experience gives them a thorough insight into the nature of gambling problems, but they may be lacking in the knowledge and skills for dealing with a range of co-morbidities which may be disclosed and discussed.The frequency of suicidal thoughts and/or attempts in the experience of attenders, is shown to be very high and this has not been shown in previous studies of GA. Similarly  the frequency and seriousness of incidences of crimes committed to fund gambling habits is shown to be much higher than reported in previous studies. 

An organisation which can provide mutual self-help in a wide range of locations, for no cost other than that of getting to the meeting and perhaps making a small voluntary contribution, is always going to be able to offer something  that professional agencies and structures cannot. A number of commentators have noted the benefits to problem gamblers of both sexes, of this low cost social support (Rugle & Rosenthal, 1994, Ferentzy and Skinner 2003). As Kelly (2017) suggests in relation to AA, such mutual aid meetings which are widely available over the long term and free of charge may be the closest thing to a 'free lunch' in public health. One 'cost' of this low cost, non-professional support may be the lack of a consistent and effective response to those who are grappling with poor mental health which may or may not be  linked to their gambling problem. The findings of this study  show that a single issue mutual help group such as GA has a more variable role in helping those who attend with multiple problems (co-morbidities). Problem gamblers are highly likely to have concurrent depression and suicidal ideation is quite common. Where such issues are disclosed and discussed in GA meetings, the level of support and effective advice given to members is mixed.

It has a number of limitations. Given the known heterogeneity of GA meetings in terms of how they operate, the results from this study may not  be generalisable. Also, the observations were made by a single researcher. Resulting themes and analyses were checked with regular attenders, but the biases and interests of the observer may have skewed the resulting analysis and made it less than a true representation of the meeting culture.

In terms of recommendations for future studies of GA, Kelly (2017) also notes that we now have much better evidence that 12 step programmes can lead to effective outcomes and that we know much more about some of the mechanisms involved. However, even the most detailed studies which have looked at multiple mediators together, have explained only 50% of the direct effects of AA involvement on outcomes, leaving the other half unexplained.There are far fewer studies of GA than of AA and we need a much better understanding of both the outcomes of GA attendance and the mediating factors.

In the UK, the Responsible Gambling Strategy Board (RGSB) is responsible for developing programmes for research and of giving expert advice to the UK regulator, the UK Gambling commission. Their 2017 framework lists  as one of the priorities for research a project which looks at 'what works in gambling treatment' (RGSB 2017). There is no specific reference to GA but they do suggest that evaluation should pay close attention to understanding the value for money of different approaches. A 'free lunch' is always cost effective and in that sense it would make sense to find out much more about how and in what circumstances GA is helpful to people.

It would be helpful to have more data about those who attend GA and more longitudinal studies assessing outcomes and processes for both men and women. Reiterating the reality that GA provides a good deal of the help which is actually available to problem gamblers in the UK, is of no cost to the state, and that state funding of treatment is likely to remain minimal in this era of austerity,it is suggested that this focus on GA should therefore be a priority for research funders and programmes.

Large scale studies such as Project Match showed that diverse interventions for addiction seemed to have broad equivalence in terms of outcomes, at least in the case of alcohol dependence (Project MATCH research group 1997).However, as Best et al (2017) have recently shown different recovery identities and 'self ascriptions' are associated with different outcomes and levels of well being. We are still in the early stages of understanding how different interventions and different pathways to recovery relate to outcomes and well being. This remains the case for more the more  highly studied cases of drug and alcohol addiction, and is more so in the case of the less understood case of gambling addiction.

Part of any UK research effort should be aimed then at comparing GA with other kinds of available interventions, such as the Gamcare telephone helpline and website and one to one counselling that is funded via Gamcare (Gamcare 2017)There should also be a focus on exploring what would be most helpful to those with the co-morbidities of gambling and other mental health problems. Women are making up increasing proportions of the problem gambling population, and GA has now introduced 'women preferred' meetings, in an attempt to make the traditionally male environment of GA more welcoming to women. At the moment there is just one of these in the UK (Gamblers Anonymous, undated)and exploration of the merits of this would be a useful area of study.

For GA as an organisation, a more open stance towards guests and researchers would help in ensuring both that the benefits of their approach are more widely acknowledged and that the more useful aspects of their approach are refined and elucidated.
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